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Abstract
Varices in unusual sites constitute a minor but signifi-
cant cause of gastrointestinal bleeding in patients with
liver disease. We report a case of varices across the
anastomotic line between the jejunum and gallbladder
after cholecystojejunostomy. Although such varices
have been demonstrated by angiography, to our knowl-
edge they have never been demonstrated by small bowel
enema (enteroclysis). We report a case and describe the
findings on enteroclysis.
Portal hypertension results in the development of por-
tosystemic collaterals. The most clinically significant of
these is that between the left gastric and short gastric
veins, which anastomose with esophageal or paraeso-
phageal veins. These in turn empty into the azygous
venous system. These collaterals are responsible for
bleeding esophageal varices, the major cause of death
in patients with portal hypertension. Varices elsewhere
in the gastrointestinal tract may also cause clinically sig-
nificant bleeding. Atypically located varices may be dif-
ficult to recognize unless their presence is suspected
clinically.
Case report
A 56-year-old male presented to a community hospital with fatigue,
fever, and chills. He was anemic (hemoglobin, 6 g%). The fecal occult
blood test was positive. He had a history of chronic pancreatitis and
hepatic insufficiency related to a 40-year history of alcohol abuse.
Eight years prior, he had an exploratory laparotomy for removal of a
pancreatic pseudocyst, and during the surgery a cholecystojejunos-
tomy was performed. During this admission, EGD, colonoscopy, up-
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per gastrointestinal series, barium enema, tagged red blood cell scan,
and mesenteric angiography were negative. He received 17 units of
packed red blood cells. His overall condition improved, and he was
discharged in stable condition.
One month later, the patient experienced bright red blood per
rectum and required 30 units of packed red blood cells. He was
discharged in stable condition. The etiology of his bleeding was
uncertain.
Six weeks later, he was admitted to our institution for anemia
(hemoglobin, 6.8 g%). Colonoscopy revealed large rectal varices.
Gastroscopy revealed no varices or erosions in the esophagus or
stomach. A tagged red blood cell scan did not demonstrate an active
bleeding site. A mesenteric angiogram demonstrated superior mes-
enteric vein and portal vein occlusion in the region of the pancreatic
head. Intrahepatic portal vein branches were filled via peripancreatic
venous collaterals and varices across the cholecystojejunal anasto-
mosis (Fig. 1).
Small bowel enema (enteroclysis) (Fig. 2) demonstrated multiple
serpiginous filling defects at and near the anastomosis. These corre-
spond to the angiographically demonstrated varices formed between
the veins of the jejunal loop and the veins of the gallbladder. These
varices were believed to be the source of the patient’s bleeding. The
patient was discharged in stable condition and is being considered for
a portosystemic shunt.
Discussion
Portal hypertension causes collaterals to develop be-
tween the portal and systemic circulation, which de-
compress the portal venous system. Varices are thus
formed. Varices in the distal esophagus and gastric
fundus are by far the most common source of variceal
bleeding in patients with portal hypertension [1].
Bleeding may also arise from varices located else-
where in the gastrointestinal tract [2]. Atypically lo-
cated varices are frequently overlooked in the differ-
ential diagnosis of gastrointestinal bleeding in
patients with portal hypertension. Varices may be iso-
lated or associated with esophagogastric varices. The
prevalence of atypically located varices in patients
with portal hypertension is not well established. Their
prevalence is markedly increased in patients with por-
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Fig. 1. Venous phase of superior mesenteric arteriogram. Catheter tip
is in the superior mesenteric artery. The superior mesenteric vein is
occluded centrally (large arrowhead). Collateral veins fill around the
pancreatic head (small arrows). Varices fill at the cholecystojejunos-
tomy staple line (curved arrow ). Note reconstitution of intrahepatic
portal vein branches (black arrow).
Fig. 2. A,B Digital spot views from small bowel enema (enteroclysis)
demonstrate varicosities (white arrows) at cholecystojejunostomy
(black arrows). Open black arrow Å enteroclysis tube in second por-
tion of duodenum, black arrowhead Å marker in compression device,
G Å gallbladder with phrygean cap (P), D Å duodenal bulb, J Å
jejunum.
tal hypertension in whom abdominal or pelvic surgery
has been performed [3]. Ectopic varices are mainly
located in the duodenum, jejunum, ileum, colon, rec-
tum, and at the stoma of an enterostomy [4]. Less
frequently, the gallbladder, biliary tree, vagina, and
bladder may be affected.
Duodenal varices represent about one-third of the
reported cases of bleeding ectopic varices [3]. These
have been demonstrated by barium swallow [4], and
angiography [1, 5]. They are much more common in
patients with extrahepatic rather than intrahepatic
portal hypertension, especially if a previous history
of abdominal surgery is present. Jejunal and ileal
varices represent about one-third of the reported
cases of bleeding ectopic varices [3] and are com-
monly seen in patients with prior history of abdom-
inal or pelvic surgery. Duodenal varices have been
demonstrated on enteroclysis [6] and angiography
[1, 5, 7].
Colonic varices represent about one-fourth of the
reported cases of bleeding ectopic varices [3] and are
recognized on endoscopy and angiography [1, 4]. Rectal
varices have been demonstrated on endoscopy and an-
giography [4]. Although hemorrhoids are varices lo-
cated in the anus, they are distinct entities when com-
pared with rectal varices. Hemorrhoids are not related
to portal hypertension.
Enterostomal varices develop when an ileostomy
or colostomy brings the superior or inferior mesen-
teric network into contact with the abdominal wall
venous network [3]. They are visualized at the venous
phase of superior or inferior mesenteric angiography
[4].
The common bile duct and gallbladder are potential
sources for variceal formation in patients with portal
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hypertension. The veins of the gallbladder serve as col-
lateral channels between prehepatic and intrahepatic
branches of the portal vein in patients with portal vein
occlusion distal to the cystic vein. Ultrasound, com-
puted tomography, magnetic resonance imaging [8],
and angiography [9] have demonstrated gallbladder var-
ices.
Salam et al. [1] first reported the angiographic dem-
onstration of varices across the anastomotic line be-
tween the jejunum and gallbladder following cholecys-
tojejunostomy in a patient with concomitant obstruction
of the common bile duct and the portal vein. We were
able to show angiographically confirmed cholecystoje-
junostomy varices by double-contrast study of the small
bowel (enteroclysis).
In summary, atypically located varices are not dif-
ficult to recognize if their presence is suspected clini-
cally. They constitute a minor but significant cause of
gastrointestinal bleeding in patients with liver disease.
Radiologists should be aware of the appearance of these
varices with the growing use of enteroclysis.
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